ses indicate that in 1999 to 2002 about 45% of US residents with diabetes self-rated their health as fair or poor; 38% were 65 years of age or older; and 24% were taking 7 or more medications.
1
In contrast, other national guidelines begin with a patientcentered assumption. For example, the American College of Physicians clinical guidance statement, based on a review of other guidelines, first emphasizes that treatment goals should derive from a discussion of the benefits and harms of specific levels of glycemic control with the patient; it then states that a hemoglobin A 1c level less than 7% based on individualized assessment is a reasonable goal for many but not all patients. 2 Similarly, Veterans Health Administration (VHA)/Department of Defense and American Geriatrics Society guidelines begin with the need to individualize targets, rather than a presumption of a target of less than 7%. 2 Do the semantics of how guidelines convey the balance between benefit and harms truly matter? Pharmaceutical public service campaigns based on ADA guidelines promoted the less-than-7% target, not the need to individualize targets. 3 The current National Committee for Quality Assurance (NCQA) performance measure of hemoglobin A 1c less than 7%, now under review for endorsement by the National Quality Forum, did not include all the exclusion criteria for tight control based on the ADA criteria cited by Skolnik. For example, 36.7% of VHA patients younger than 65 years who would be candidates for tight control based on the NCQA measure have at least 1 serious medical or mental health condition, including psychoses or substance abuse (23.5%), conditions with limited life expectancy (6.2%), and serious neurological conditions (4.2%) and medical conditions (6.9%). 4 In a Kaiser Permanente study, 5 at least 1 significant hypoglycemic reaction was reported by 11% of all patients with type 2 diabetes receiving antiglycemic therapy, with the highest rate for those on insulin therapy (59%). The risk was greater for patients with limited health literacy.
Guidelines are meant to inform clinicians in their interactions with patients in setting, modifying, and achieving goals using shared decision making. Policy makers cite guidelines to justify metrics; they have the responsibility to make certain that measures are not discordant with reasonable clinical judgment and to establish methods to evaluate and ameliorate potential unintended harms, such as hypoglycemia. Our Commentary does infer that the use of vague terms such as "in general," however well intentioned, may have contributed to a failure to meet these responsibilities. Evidencebased practice and systems surveillance are complex endeavors that cannot easily be operationalized by single measures or slogans. 
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Pediatric Mortality Due to Inborn Errors of Metabolism in Victoria, Australia: A Population-Based Study
To the Editor: Inborn errors of metabolism (IEM) constitute an important group of individually rare disorders, with a combined prevalence of 1:318 to 1:3760 live births in different populations. [1] [2] [3] We assessed the population-based contribution of IEM to pediatric mortality in Victoria, Australia.
Methods. Overall pediatric mortality data up to age 14 years in Victoria from 1997 through 2007 were retrieved from the Victorian Perinatal Data Collection Unit (VPDCU). 4 All patients diagnosed with IEM in Victoria are managed by a centralized service at the Victorian Clinical Genetics Services and the Royal Children's Hospital, Melbourne. Patient information was retrieved from databases of these organizations, using the Online Mendelian Inheritance in Man coding system and the coding systems of the International Classification of Diseases, Ninth Revision, Clinical Modification, and International Statistical Classification of Diseases, 10th Revision, Australian Modification, respectively. The medical records were reviewed for all patients who had a confirmed IEM (diagnosed clinically or through a perimortem metabolic autopsy [biochemical examination of blood, urine, bile, cerebrospinal fluid, and muscle and liver biopsies] and the coroner's court)-and who were born in Victoria and were living in Victoria on the date of death (between January 1997 and December 2007).
Strict diagnostic criteria for the diagnosis of disorders of energy metabolism were used. 5 The VPDCU template was used for stratifying patients according to their ages at death. Information about each patient was cross-validated between the databases. Medians and Poisson exact interquartile ranges (IQRs) were calculated for the percentage mortality due to IEM relative to the total number of pediatric deaths and to the number of pediatric deaths due to nonacquired causes (eg, deaths not due to prematurity, infections, cancer, accidents, suicides) for each year. 6 This study was considered an audit of unidentified patients and did not require formal ethics committee approval.
Results. A total of 120 children (60 boys) aged 0 to 14 years died due to IEM during the study period, including 27 neonates (23%), 30 infants aged 29 to 364 days (25%), and 63 children aged 1 to 14 years (52%) (TABLE 1 and  TABLE 2 ). An overall median of 9.5% (IQR, 7.3%-12.5%) deaths due to nonacquired causes were due to IEM, representing 5.1% (IQR, 3.4%-7.4%) of neonatal deaths, 7.1% (IQR, 5.1%-9.7%) of deaths at age 29 to 364 days, and 17.9% (IQR, 14.5%-21.2%) of deaths at older than 1 year.
The most common causes of death across all age groups were disorders of energy metabolism (n=36; 30%) and lysosomal storage disease (n=36; 30%) ( Table 2 ). In the neonatal period, disorders of intermediary metabolism (n=11) and disorders of energy metabolism (n = 10) (39.2% and 35.7% of neonatal deaths due to IEM, respectively) were the most common causes of death. Smith-Lemli-Opitz syndrome, a disorder of cholesterol biosynthesis, was also a prominent cause (n=4; 14%) in this age group. In the age group 29 to 364 days, the most common causes of death were lysosomal storage disease (n=14; 46.6%) and disorders of energy metabolism (n=7; 23.3%). Lysosomal storage disease (n=22; 35.4%) and disorders of energy metabo- 
